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OKLAHOMA HEALTH 
RECIPIENT FORM 

Any problem or complaint that you may have concerning the Soonercare program is 
important to us. If your Health Plan can not solve your problem or if you are do not like 
the that your Health Plan gives you, we are interested in hearing about it. Please 
complete the information below and send it to the address on this form. In order to help 
you, we may need to give your name to your doctor, your health plan or another agency. 
................................................................................................................................................ 

Information: 
....... - ... 

CASENUMBER 
Mailing Address: 

NUMBER STREET 

CITY STATE ZIP 
Phone ) Social Security ----

Authorized Representative any) 

Name: 


FIRST LAST 
Mailing Address: 

NUMBER STREET 

STAT3 ZIP 
Phone 
................................................................................................................................................ 

I would Iike to make a complaint about individual o r  organization: 
Name: 
Location: 

Number . . State Zip 
Phone ) 

Please tell us about your complaint in the space below. Be as specific as possible and 
whenever possible, give the that the event occurred. 

[If you more use another sheet of paper] 

Form continued on back 

DRAFT I 



ATTACHMENT # 15 




OKLAHOMA HEALTH CARE AUTHORITY 
GRIEVANCE FORM 

In order to process your grievance request, all of the requested information must 
be supplied. Failure to provide all of the information will result in a slower 
response from the OHCA. 

Company Name (if any): Provider ID #: 
Individual Name (if any): Federal Tax ID # 

Mailing Address: 
Number Street 

City State Zip Code 

Phone Number: 

Authorized Representative information (If any]: 

Name: 

Mailing Address: 
Number Street 

City State Zip Code 

Phone Number: 

Please give a complete narrative explanation of the problem you have encountered. 
Include the names of OHCA personnel you have dealt with, and the dates that 
specific events occurred. Use additional paper if necessary. Attach of any 
documents you would like to be considered. 

you need more space, use another sheet of paper] 
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Gr p se 

Docket Notification 
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GARTH SPLINTER 
CHIEF OFFICER 

l 

STATE OF OKLAHOMA 


OKLAHOMA HEALTH AUTHORITY 


TO: Personnel 

FROM: Legal Division Docket Clerk 
. . 

RE: 
Hearing Request of 
Docket No. 95--

DATE: 

On date , the above referenced member of provider requested an 
appeal. (The program panel made a decision on date , and the member 
timely appealed the panel's decision on date . 

A hearing ha s  been scheduled on date at o'clock The 
hearing is scheduled before Administrative Law Judge 
Any continuance of the hearing da te  must be requested in writing to the 
Administrative Law Judge. 



L M.D., 
CHIEF OFFICER GOVERNOR 

STATE OF OKLAHOMA 

HEALTH CARE AUTHORITY 

TO: Division Clerk 

FROM: Legal Division Docket Clerk 

RE: 
Hearing Request of 
Docket No. 95--

DATE: 

An appeal has been received by the Legal Division by the above 
referenced member. 

In accordance with the Authority’s policy, a program panel review has 
been scheduled for date , at o’clock-.m. The panel is comprised of 

(Medical Director‘s Unit), (Division affected), 
and (person designated by the Medical Director). The panel 
must complete the review and/or interview and render a decision by date . 
A copy of the panel’s written decision should be delivered to the Legal Division 
for mailing to the member. 

LINCOLN - 4545 N. LINCOLN SUITE 124 CITY. OK 530-3439 
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Notification of 

Grievance Hearing 




(DATE) 


Appellant’s Name 

Appellant‘s Address 

Re: 
Hearing Request of 
Docket No. 95-

esr (Appel t): 

A hearing has been scheduled on date at in the 
referenced appeal. The hearing is scheduled before Administrative Law 

Judge . The hearing will be held in the (location of the 
hearing). Any continuance of the hearing date must be requested in writing to 
the Administrative Law Judge. 

Enclosed is a copy of the applicable Oklahoma Health Care Authority 
policy which pertains to your appeal. A copy of a summary of your grievance, 
including pertinent documents and a list of witnesses, will be sent to you when 
completed. If you have any questions, please feel free to call at 530-3217. 

SincereIy, 

Docket Clerk 

enclosures 
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Process 

When it is believed that an Urban client might be Seriouslv 
or Seriously Emotionally Disturbed (SED), there are procedures that both the (referring) 
provider health plan) nd+h-e ma Health Care Authority (OHCA) must 
follow. as p&,ite forms that r l y  completed, in order to 
assess the forms in a 
manner. 

The responsibilities and obligations of the provider organization and of the OHCA are clearly 
defined in ~ , ~ u ~ ~ ~ ~ ~ : ~ a ~ e sof this 


